Skin metastases from colorectal carcinomas are rare. We report a misleading case.
A woman aged 87 sought advice six months after sigmoid colectomy for Dukes B adenocarcinoma of colon. She had a history of haemorrhoids and now complained of perianal discomfort, occasional soiling and bright red bleeding. Sigmoidoscopy was normal and proctoscopy revealed a polypoid lesion resembling a prolapsing haemorrhoid. Injection sclerotherapy was performed and repeated at six weeks. Symptoms persisted and the perianal lesion was then biopsied. Histological examination revealed a moderately differentiated adenocarcinoma. Tumour markers (carcinoembryonic antigen and CA19-9) in blood were normal. Computed tomography revealed no evidence of metastases in the lung, abdomen and pelvis. The perianal lesion ( Figure  1 ) was subsequently excised with clear margins, both anal sphincters being preserved. The patient was symptom-free at six months follow-up. COMMENT As a rule, rectal carcinoma affects regional lymph glands, then spreads from below upwards1. But perineal recurrence Figure 1 Perianal lesion preoperatively is described2 and perianal symptoms during follow-up should be taken seriously especially since the most common symptom related to pelvic recurrence is perineal pain3. With sigmoid tumours, recurrence in adjacent organs is less common than with rectal tumours, for which a local recurrence rate as low as 10% (or better) should be achievable overall4. The postulated cause of such recurrence is implantation from the intraluminal spread of tumour cells. Rectal washout has been shown to eliminate exfoliated malignant cells in the vicinity of the anastomosiss so a routine cytocidal rectal stump washout is recom-mended4. Circulating tumour cells would be the alternative cause for the recurrence in this patient.
